Elder abuse is a 'social problem', as illustrated by the production of policy documents and legislation that define and revise the scope and nature of the problem. This article synthesises and discusses the policy documents and legal changes that have taken place in England since 2000, when the first policy guidance to address adult safeguarding as a whole was produced. The focus of this article is on particular locations, namely care home and hospital settings, and the applicable policy and legislation. The policy documents and legal changes identified are analysed using Blumer's five phases of policy implementation and
Introduction
This narrative review charts the many policy statements and actions that have been constructed concerning adult safeguarding, formerly termed adult protection, in England. It adopts a social administration perspective, seeing policy as an expression of government intent while acknowledging the interplay of intent and the views expressed by powerful interest or pressure groups. Most policy on the subject of adult safeguarding is formulated by the Department of Health, which is responsible for health and social care in England, although other government Departments (such as the Home Office) are authors, sometimes jointly, of some statements, proposals and legislation.
The article attempts to chart the emergence of 'elder abuse' as a social problem, through a thematic chronology of policy documents that identify, then define the problem and propose solutions. Some of these policies relate to potential or actual perpetrators of abuse: people (including volunteers) working with adults at risk of harm through the vulnerabilities of advanced age or disability especially in the care home and hospital sectors. Policy developments under three themes are synthesised: adult safeguarding, regulating the social care workforce and regulating social care providers. The policy history is traced from the year 2000, when important legislation and policy were published (the Care Standards Act 2000 and No secrets (Department of Health and Home Office, 2000) ) and the chronology ends with the Care Bill (House of Commons, 2013) , and proposals for a new crime of criminal neglect.
The specific focus of this chronology relates to the safeguarding of older people in care home and hospital settings in England, in which large numbers of people live or receive care and treatment. Comas-Herrera et al. (2010) reported that there were 325,000 older people living in long-term care settings: about 105,000 funding themselves, 192,000 funded by local authorities and 29,000 funded by the National Health Service (NHS).
There have been many national and international estimates of the prevalence of abuse in the community (ranging from 2 per cent to 6 per cent, Milne et al., 2012) , with a generally increasing trend (Biggs and Haapala, 2010) . However, less attention has been 3 paid to the prevalence of abuse in long-term care settings, which requires a different approach to the definition (Dixon et al., 2013) and consideration of a set of variables relating to organisational culture, which have a very distinct impact in these kinds of establishment . However, some estimates of prevalence in these settings can be found in the literature. For example, an American study (Post et al., 2010) estimated that 30 per cent of long-term care residents had experienced at least one episode of one type of abuse, although little is said about thresholds or definitions of abuse. This study also found that those experiencing one kind of abuse were more likely to experience others. Cooper et al.'s (2008) systematic review found higher prevalence and different patterns of abuse in long-term care settings compared with community settings.
While most care homes are not in public ownership in England, they are highly connected to the public sector, not least because many of its residents are paid for out of public funds, and so share features in common with the NHS, the main provider of hospital care. Many members of staff employed in hospitals are professionally regulated through the Health Care Professions Council, a form of self-regulation permitted by statute, while both hospitals and care homes are regulated by one government appointed body, the Care Quality Commission (CQC). Consequently, while there is clearly overlap in terms of the policy response to abuse in all settings, there is a case for focusing on the implications for long-term care.
Elder abuse and other forms of abuse, mistreatment and/or neglect of adults who are deemed at risk have long been framed as a social problem. Blumer's (1971) influential definition of social problems underpins several discussions of elder abuse:
<EXT/> Social problems are not the result of an intrinsic malfunctioning of a society but are the result of a process of definition in which a given condition is picked out and identified as a social problem. A social problem does not exist for a society unless it is recognised by the society to exist. (Blumer, 1971: 301) </EXT> 4 Blumer conceptualised a set of five phases in the development of the 'collective definition' of social problems: starting with their emergence, their legitimation, the mobilisation of action, the formulation of an official plan and the implementation of this plan.
It is argued in this article that these stages should be seen as overlapping a complex problem, such as elder abuse, since different facets emerge and re-emerge over time, and the implementation phase may never be conclusive. It is important to note that elder abuse as a discrete social problem emerged in the latter part of the twentieth century, although some older people (and others at risk) have been treated badly throughout history (Nash, 2006) . Biggs and Haapala (2010) note that research focusing on elder abuse was beginning in the late 1970s. Organisations, such as Action on Elder Abuse, later emerged in the 1990s following activity and publications by the older people's campaigning and voluntary group Age Concern, and this specifically drew attention to elder abuse as a social problem, legitimating the problem and mobilising action. Nonetheless, the final three phases of Blumer's framework for the definition of social problems provide a useful heuristic device and are used in this chronology to consider policy statements, commitments and legislation. In addition, we identify areas of ambiguity and discuss relative degrees of conflict which are key elements influencing implementation (Matland, 1995) . It is also interesting to note that at various points elder abuse (or related phenomena) re-emerges and is re-legitimated as a social problem, creating impetus for further policy responses and therefore adding to a new collective definition of the social problem.
Policy history
Before discussing the policy characterisation and response to elder abuse, it is valuable to trace the history of each of these areas in policy, inquiries and reports. Tables 1 -3 contain a list of relevant policy statements and legislation, with a brief description of the impact, mapped on to Blumer's framework. These policy developments will be discussed in the following sections. 
Safeguarding adults procedures
In England, the social problem of elder abuse has been addressed in policy debates as a problem of adult abuse and neglect and as an activity of adult protection. Summarising the consultation responses, the Department of Health (2009a) emphasised the high numbers of responses, indicating that the subject remained a policy problem because the public considered it a legitimate area for government action. It noted that 12,000 people participated in the process, some as individuals, others as groups or organisations. The subsequent response (Department of Health, 2009b) was a written ministerial statement that committed the government to a number of plans, many of which are reflected in the Care Bill (House of Commons, 2013) and other policy developments discussed below. This consultation process and response illustrate specific intents, and they can be seen as the seeking of consensus in terms of overall goals and broad approaches.
The main commitment to emerge was the promise of a statutory basis for adult safeguarding, which appeared in the Care Bill (see below), but a need was also recognised to lessen ambiguity about adult safeguarding in the NHS (see below), and for responses to Adult Services (local government), housing, health, the police and other agencies. As the NHS related documents above illustrated, this may be seen as part of efforts to reduce ambiguity among different agencies about their responsibilities for adult safeguarding.
However, lacking the status of statutory guidance, and with plans for reform announced, it is perhaps not surprising that this statement was overshadowed and is rarely referred to in policy analysis (it was to be re-issued in 2013). It may be that there is limited potential for such statements to reduce ambiguity when change (a new 'official plan') is in sight, or it may be that such policy statements rehearse some of the contents of legislative reform to see which give rise to specific conflict and which command support.
Concurrently the Law Commission (2011a, b) embarked on a major review of adult social care in response to a long-standing chorus of complaints that the law relating to social care was confusing and confused (see Mandelstam, 2011) The Government prefers using the term 'enquiries' rather than 'investigations' here, because we feel the term 'investigation' is too closely associated with police functions. We must remain very clear that the police's role is to investigate when an alleged or suspected criminal offence has been committed. It will often be appropriate to conduct an adult safeguarding enquiry when no criminal offence has been committed. (Department of Health, 2012: para. 9.10) </EXT> The Department of Health (2012) reported that no great conflict had emerged following its response to the Law Commission, although it acknowledged that the question of whether local authorities should have powers to access a person who may be at risk of abuse, where they may not be able otherwise to carry out a safeguarding enquiry, had been raised specifically (para. 9.19). It announced the holding of a separate consultation on such powers indicating that this was the point where there was not unanimity and opinions had been forcefully expressed.
Meanwhile, prior to the proposals for reform contained in the Care Bill, the revised government statement on policy of 2011 on safeguarding was further updated (Department of Health, 2013). New themes emerged, such as the proposition that some matters require a safeguarding response but other matters should be related to standards and quality of care more widely. The Department of Health required (in terms of exhortation) local authorities to ensure that the services they commission are safe, effective and of a high quality (such as care homes). Providers, local authorities and the CQC were urged to take swift (unspecified) action where 'anyone' alleges poor care, neglect or abuse. In contrast, it identified 'a tendency in some places for an interventionist and paternalistic mind-set to replace the empowerment approach where there are concerns about abuse and neglect' (Department of Health, 2013: 9) . This document summarised government's dual objectives. It described its responsibility as being 'to prevent and reduce the risk of significant harm to vulnerable adults from abuse or other types of exploitation, whilst supporting individuals in maintaining control 9 over their lives and in making informed choices without coercion' (Department of Health, 2013: 4) . Reminiscent of earlier efforts to encourage other agencies to take on their safeguarding responsibilities, it declared that safeguarding was 'everybody's business'.
This 2013 statement appears to set out the values and principles underpinning the revision of an official plan, using Blumer's framework. The implications of this for care homes and hospitals are as yet unclear, although it could be argued that their managers could challenge safeguarding investigations if they felt that they were already addressing any poor practice. However, this statement may be seen as one playing out ambiguity.
What is 'significant harm', and is that the only criterion for intervention? Is there a refining of the definition of abuse? These tensions and possible conflicts may be over-shadowed by the Care Bill but may resurface in the new guidance that will follow the legislation's enactment.
The final item included in this theme of the chronology is proposed legislation, the Care Bill 2013 (House of Commons, 2013) ; Clauses 41-46T contain the main changes to adult safeguarding). This provides, inter alia, a statutory base for local Safeguarding Adults Boards (SAB) and places a duty of its members to co-operate. Local health and adult services are to be statutory members of SABs. There is likely to be guidance forthcoming for member organisations and SABs. One clause requires local authorities to make enquiries where they suspect an adult with care and support needs is at risk of abuse or neglect. For care homes and hospitals, the NHS will be in membership of the Safeguarding Adults Board while those in the independent sector may not be, and may be less affected by the changes.
However, the duty to co-operate is relevant to all. Part Two of the Bill contains the Government's legislative response to the Francis Report (Francis, 2013) , such as a duty of candour among staff to explain untoward incidents to patients. This Bill fits neatly into the category of 'the formulation of an official plan'. It needs to be seen as the next step in the on-going implementation of policy on safeguarding since No secrets. The Bill outlines roles and responsibilities, accountabilities and legal requirements, and promises guidance over implementation. However, since No secrets was only policy guidance, this Bill is also a new expression of legitimation; not in just being law, but in legitimating state intervention. Local discretion has been modified and ambiguities reduced.
There has been general agreement that the Care Bill will improve adult safeguarding, although some have pointed out that a statutory Safeguarding Adults Boards is no great change. Braye et al. (2011) The Draft Bill for the first time places the safeguarding of adults on a statutory basis; however we believe there is a need to go further. The responsibilities of local authorities to prevent the abuse and neglect of those at risk must be made explicit, while steps must be taken to ensure that any provider of care and support services -whether from the private or voluntary sectoris subject to the same legal obligations as the local authority itself, including the Human Rights Act 1998. We also recommend that where abuses have taken place there must be corporate criminal responsibility, with organisations and key individuals held to account. (Joint Committee, 2013: 4) Overall the proposals seem to be mainly 'low conflict' and seeking to reduce ambiguity. The Secretary of State (Secretary of State for Health, 2013) accepted change, for example, around information sharing relevant to care homes and hospitals.
However, policy conflict emerged over the lack of a power of entry clause. For care homes and hospitals, this conflict is less relevant, save that a power of entry (giving professionals the power to enter a private home without permission) might result in adults at risk being removed to care facilities. Experiences from Scotland, where powers exist to access a person for an assessment, suggest this would be rare (see Ekosgen, 2012) .
Regulating the workforce
In the same year that No secrets was published, the Care Standards Act ( 
Discussion and conclusion
This themed chronology spans a short time scale and has focused on publicly available material, mainly at central government level. Other histories remain to be constructed of the development of local policies and of stakeholder activities, of developments in other parts of the UK, of the role of inquiries and scandals and of party political engagement. More attention needs to be placed on the processes of emergence and legitimisation of social problems, which have only been touched upon here. However, the strength of this study lies in its attention to detail, covering policy statements, public inquiries, guidance and the law.
In just over a decade, several policy documents at central government level have focused on the social problem of elder abuse (in England subsumed under adult safeguarding). This chronology identifies the weaving of different stages of policy responses to the social problem of elder abuse in care homes and hospitals. Policy making itself can become the 'official plan', and implementation can falter or be reversed depending on changes in political control or opinion. Blumer's conceptualisation of social problems being 'fundamentally the products of a process of collective definition instead of existing independently as a set of objective social arrangements with an intrinsic make up' (Blumer, 1971 : 298) appears to hold true for elder abuse.
This chronology also considered elements of conflict and ambiguity within policy on elder abuse. We have revealed some areas of long-standing conflict and the endurance of ambiguity following implementation. It has been surprisingly difficult to distinguish substantial conflict in adult safeguarding policy debates. The main exception to this is the current (2013) debate over powers of entry, but the relevance to care homes and hospitals is minimal. In contrast, changes to vetting and barring schemes remain fairly unambiguous in intent -to reduce the likelihood of proven (or highly suspect) abusers or perpetrators of working with vulnerable adults -and have been largely accepted by the sector (Stevens et al., 2011) .
However, the vetting and barring or disclosure system has been profoundly affected by political thinking about what is the legitimate role of the state. This accounts for the ebb and flow of procedures and legal responsibilities, all with a clear goal of ensuring that unsuitable people do not work with people at risk, but bounded by concerns about over-regulation and administrative burden. Similar themes may be detected in concerns about powers of entry and the 'threshold' for enquiries.
Policy has also been influenced by occasional re-emergence of the problem, after particular scandals, such as Mid Staffordshire hospital, or the Soham murders. The resulting inquiries have served to refocus public attention on professionals, paid staff and organisational settings, and were an impetus for further action.
Policy analysis also needs to consider paths not followed. In England, the decision not to set up a statutory registration scheme for social care workers has not been greatly challenged, although this may be affected by proposals to register health care assistants in hospitals and social care workforce registration in other parts of the UK following the Francis Report (Francis, 2013) . This quiescence may be the result of adult safeguarding being conceptualised as individual moral failings, with 'bad apples' or 'wicked people' (Burns et al., 2013 ) still a powerful explanatory device.
Elder abuse therefore is affected by wider political debates, currently the over-arching goals of reducing the role of the state and protecting the vulnerable. There seems limited conflict about the reframing of responsibilities because 'vulnerable' adults or adults at risk, especially those lacking decision-making capacity, are seen as the proper concern of the state, especially if such individuals have no family. Consequently, elder abuse policy implementation relies on a joint commitment to goals and the commitment of resources. A degree of legal requirement and strong normative pressure on care homes and hospitals may need to be augmented by local authorities and the CQC highlighting the importance of attending to policy creation and its implementation. 
